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EXECUTIVE SUMMARY 

Background 

World Vision (WV) has been working in Puntland in North Eastern Somalia since 2011 in two regions, 
Nugal and Mudug, and has been conducting various livelihood, health and nutrition activities in Garowe, 
Eyl, Burtinle, Godobjiraan and Dangorayo districts. In regard to nutrition, WV has been implementing an 
integrated management of malnutrition program in all the districts and over the last three years, has 
conducted 2 coverage surveys in Burtinle and Eyl districts. To continue evaluating performance of the 
nutrition program in the different districts, WV in 2016 sought to assess coverage of the Garowe district 
program. 

Objectives of the coverage survey 
 

• To identify barriers and promoters of access to MAM and SAM interventions of the:  
• Targeted Supplementary Feeding Program (Garowe district)  
• Outpatient Therapeutic Program (Garowe district).  
• Maternal Child Health and Nutrition Program (Garowe and Burtinle districts) 

• Establish and document Point and Single coverage of the programs (where applicable).  
• Identify and refer severely and moderately malnourished children not covered by the current 

interventions. 
• Review uptake of the 2015 Eyl coverage survey recommendations. 
• Generate practical recommendations that would lead to better access and coverage of the 

nutrition program.  
• Build the capacity of WV staff, MoH and Partners in conducting coverage surveys using Semi 

Quantitative Evaluation of Access and Coverage.  
 
Methodology 
 
The coverage investigation utilized the SQUEAC methodology and covered the period January to 
September 2016. Data collection including training was conducted from 6th to 23rd October 2016. 
 
FINDINGS 
 
Boosters and Barriers 
 
BOOSTERS BARRIERS 
Self-referral & varied referral sources Migration 
Active case finding Lack of OTP/TSFP in some  areas 
Integration of program in MCH Inadequate coordination between partners 
Community appreciation of program Inadequate ownership of program by MCH 
Program effectiveness (acceptable 
performance of program monitoring 
indicators) 

Use of alternative health seeking sources 

Monitoring of children in TSFP Mothers busy 
Minimal stigma Inadequate inclusion of potential field referral 

sources 
Proximity of OTP/TSFP Malnourished children in MCHN 
Health seeking for malnutrition Lack of adequate knowledge that child is 

malnourished 
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Good program linkage OTP/TSFP/MCHN Sharing of ration 
Waiting time in program Shortage of food supplies TSFP 
Consistent supplies  

 
Coverage estimates 
 
OTP and TSFP 
The OTP and TSFP achieved coverage rates above the acceptable SPHERE standards of 50% coverage for 
rural contexts.  
 
 
  

OTP 
 

 
 
TSFP Garowe Jilab IDP camp 

Point coverage 65.1% (50.8% - 77.0%) 66.4% (50.1% - 79.3%) 62.6% (50.4% - 73.3%) 
 
 

Single coverage 
 

68.7% (56.0% - 78.9%) 69.0% (52.8% - 81.2%) 72.5% (64.2% - 79.4%) 

 
 
MCHN  
 
 Garowe district 

(all site areas) 
Garowe town 
MCH catchment 

Jilab IDP Burtinle MCH 
catchment 

 % % % % 
 
PLW in program 
 

 
24.8% 
 

 
47.4% 
 

 
72% 
 

 
58.3% 
 

6-23 months in program 
 

16.3% 
 

40% 
 

80% 
 

63.1% 
 

 
 
Recommendations 
 
To continue improving program coverage there is need to enhance various aspects in regard to; 
community mobilization and sensitization, program design, monitoring and evaluation, capacity building 
and coordination.  

 

 

 

 



Coverage survey report of the WV Garowe and Burtinle nutrition programs, October - December 2016.												1 
	

1.0 Introduction 

Garowe and Burtinle are part of the districts in the Nuugal region in Puntland state in northeastern 
Somalia. Garowe is the administrative capital of Puntland and is host to the Puntland parliament, 
presidential palace and government ministries. Garowe city is one of the large cities in Somalia with a high 
population and is the third largest city in Puntland after Bosaso and Galkayo.  Though originally sparsely 
inhabited, Burtinle is one of the fastest growing districts in the region. 

Garowe has a hot desert and average daily temperatures range from 27 °C (80.6 °F) to 37 °C (98.6 °F). 
Rainfall in the region is sparse and variable, averaging 123 mm. As in the larger Somalia, Garowe and 
Burtinle districts experience four main seasons around which pastoral and agricultural life revolve namely: 
Jilal – from January to March; the harshest dry season of the year; Gu – from April to June; the main rainy 
season; Xagaa – from July to September; the second dry season and Deyr – from October to December; 
the shorter and less reliable rainy season. Garowe district is classified under both the Northern Inland 
Pastoral (NIP) and Hawd Pastoral livelihood zones with a larger part of the district falling under NIP. 
Burtinle district is entirely classified under Hawd Pastoral According the FSNAU.  
 
Garowe and Burtinle districts have estimated populations of 190,000 residents and 75,000 residents 
respectively1. Goat and camel raising form the basis of the economy, and frankincense and myrrh are 
collected from wild trees. Trade in fish that is easily available from the neighboring district of Eyl which 
lies on the Indian Ocean to the west and other trading activities from goods imported through Bosaso 
port are also major economic activities particularly in Garowe district. Garowe district comprises the 
urban, rural and IDP set ups.  Garowe hosts a large population of protracted and new internally displaced 
persons (IDPs) fleeing from conflict, economic and livelihood crisis in the central and southern parts of 
Somalia as well as those in transit to overseas from Ethiopia. There are 2 major IDP camps; Jilab and Jowle 
located in the outskirts of Garowe town. Burtinle context is also similar comprises of the Burtinle district 
town center though smaller than Garowe, rural areas and IDP camps. 
 
Garowe district is served by one major medical institution; Garowe Regional Hospital located in Garowe 
city. In the city there are in addition 3 MCH facilities in Waberi, Gambool and Gaargar. In the IDP camps 
there are two additional MCH facilities one in Jilab camp supported by WV and the other in Jowle camp 
supported by IOM. In the rural areas there are an additional 2 MCH facilities in Awarculus and Yoonbays 
and several Primary Health Units (PHUs).  In Burtinle there is one hospital which is managed by the 
Ministry of Health support from WV and UNICEF. The hospital provides health services for the catchment 
population in Burtinle center and is also the referral health facility for the entire district. There are in 
addition 2 health centers/MCH clinics; Kaakal and Shaafiki which are run by qualified nurses and midwives 
also supported by WV. The health centers/MCH provide outpatient services and reproductive services 
including deliveries, ANC and PNC. Support facilitated by WV include capacity building, provision of 
medicine, equipment, facility maintenance, payment of staff and utilities. There are five PHUs which are 
mainly managed by community health workers and which provide outpatient services only. 
 
World Vision has been working in Puntland since 2011 in two regions, Nugal and Mudug, and has been 
conducting various livelihood, health and nutrition activities in Garowe, Eyl, Burtinle, Godobjiraan and 
Dangorayo districts. Other partners implementing humanitarian programs in the area include CARE and 
Save the Children. 

 

																																																													
1 Uncertified internet sources 
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1.1 Garowe and Burtinle nutrition programs 

The Garowe and Burtinle nutrition programs comprise the stabilization center (SC) for management of 
malnutrition with medical complications, the outpatient treatment program (OTP) for management of 
severe malnutrition without medical complications, the targeted supplementary feeding program (TSFP) 
for moderately malnourished and community mobilization (CM) following the CMAM model. The 
programs mainly target children 6-59 months with the TSFP further targeting malnourished pregnant and 
lactating mothers.  The program is implemented by World Vision (WV) in partnership with Ministry of 
Health (MoH), United Nations Childrens’ Fund (UNICEF) and World Food Program (WFP). In the IDP 
camps and within some of the areas within Garowe town, implementation is additionally done in 
collaboration with Save the Children (SC) who are implementing CMAM targeting IDPs in Garowe town. 

Additionally in both districts WV in partnership with WFP are implementing the MCHN program aimed 
at enhancing uptake of ANC services to include health facility deliveries. In Garowe the program is 
implemented through the 4 MCH facilities that are supported by WV namely Gambool, Waberi, Gaargar, 
Jilab and in Burtinle through the two existing MCH; Shaafiki and Kaalkal, also supported by WV. The 
program entails provision of food and nutrition supplements to PLW and children aged 6-23 months who 
are not malnourished. The PLW are provided with Corn-Soya-Blend (CSB) and oil rations whilst the 
children are provided with plumpy doz. 

In Garowe (focus of the 2016 OTP/TSFP coverage investigation), the OTP and TSFP programs are 
implemented through both fixed (4) and mobile sites (17).  The fixed sites are the MCH facilities namely 
Gambool, Waberi, Gaargar and Jilab (located in the Jilab IDP camp) whereas the mobile sites are; 
Awrculus, Ballay, Ano-yaskax, Ceelwacacaysed, Cuun, Ilma Ader, Kalabyr, Rabaable, Reebanti, Sinujif, 
Xamur, Xamxamaa, Yoonbays, Ooman, 22km, Abbarey and Quaabal.  The OTP is implemented through 
all the MCH facilities and almost all the mobile sites with the exception of Kalabyr, Sinujif, Xamur and 
22km whereas the TSFP is implemented through Gambool and Waberi fixed sites and all the mobile sites 
with the exception of Abaarey and Qubaal.  Save the Children is implementing mobile OTP and TSFP 
mainly in the IDP camps and a few areas in Garowe that are host to IDPs. The SC is within the Garowe 
general hospital and is supported by both World Vision and Save the Children. Somalia Red Crescent 
Society (SRCS) has in addition been conducting mobile OTP and TSFP in different areas within Garowe 
district.  

The Garowe nutrition program is managed by an overall health and nutrition manager who is supported 
by a nutrition and health coordinator and 3 nutrition officers.  The team also manages similar nutrition 
programs in Eyl, Godobjiran and Buurtinle districts.  At the field level the program is implemented by 
nurses seconded by the MoH with guidance from nutrition supervisors. Community activities are 
conducted by community nutrition volunteers (CNVs), community health workers (CHWs), village level 
nutrition facilitators (VLNF) and integrated community case managers (ICCM) mainly supporting in 
mobilization activities. The main challenge the program has been facing in the current year has been 
shortage of food in the TSFP and MCHN. 

Over the last three years WV has conducted 2 coverage surveys in the region in; Burtinle district in 
November 2014 and in Eyl district in November 2015. The investigations revealed OTP and TSFP coverage 
rates of 39.2% and 27.2% respectively in Burtinle district and 62.2% and 64.9% respectively in Eyl district. 
The coverage investigation further made recommendations on several areas to include community 
mobilization, community sensitization, program design, capacity building, monitoring and evaluation. 
Recommendations from both coverage investigations have been incorporated to strengthen overall WV 
nutrition programs in the Nuugal and Mudug region. 
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2.0 Specific objectives of the 2016 coverage survey 

The specific objectives of the 2016 coverage survey were: 
 

• To identify barriers and promoters of access to MAM and SAM interventions of the:  
• Targeted Supplementary Feeding Program (Garowe district)  
• Outpatient Therapeutic Program (Garowe district).  
• Maternal Child Health and Nutrition Program (Garowe and Burtinle districts) 

• Establish and document Point and Single coverage of the programs (where applicable).  
• Identify and refer severely and moderately malnourished children not covered by the current 

interventions. 
• Review uptake of the 2015 Eyl coverage survey recommendations. 
• Generate practical recommendations that would lead to better access and coverage of the 

nutrition program.  
• Build the capacity of WV staff, MoH and Partners in conducting coverage surveys using Semi 

Quantitative Evaluation of Access and Coverage.  
 
3.0 INVESTIGATION PROCESS 

 
The coverage investigation utilized the SQUEAC methodology and covered the period January to 
September 2016. Data collection including training was conducted from 6th to 23rd October 2016. 
 
Stage 1: Identification of areas of low and high coverage and the reasons for coverage failure. Data 
collection methods included; analysis of routine program data, key informant interviews at field and health 
facility levels, focus group discussions and informal discussions.  
 
Stage 2:  Confirmation of the location of areas of high and low coverage and the reasons for coverage 
failure identified above using small studies, small surveys and area surveys. 
 
Stage 3:  Overall estimation of program coverage through combination of prior and likelihood (wide area 
survey estimates) and through Bayesian techniques. 
	

3.1 Data collection and analysis 
 
3.1.1 OTP and TSFP 

The available quantitative routine program data was obtained from monthly nutrition program reports 
and field registers.  Qualitative information was obtained from various sources including WV, WFP, 
community members, program staff, care givers of children in the CMAM/IMAM malnourished children 
not in the program, health facility in-charge, CHWs, CNWs, traditional birth attendants (TBAs), traditional 
healers, CHWs, Sheiks and pharmacists.    
 
The investigation utilized point coverage2 and the single coverage estimator3 to discuss OTP and TSFP 
coverage. 
 
																																																													
2	Also referred to as “case-finding effectiveness’ to more precisely reflect its use as a measure of a program’s ability to find and 
recruit cases.	
3Also referred to as treatment coverage’ reflecting its use as a measure of a program's ability to find, recruit, and retain cases. 
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3.1.2 MCHN 
The coverage investigation further sought to assess access and coverage estimates of the MCHN in both 
Garowe and Burtinle districts through the SQUEAC investigation (to include data collection methods as 
above).  Through this approach, investigations on boosters and barriers of the MCHN were done using 
tools adapted from the OTP and TSFP investigation, further to tools adapted from barrier analysis 
investigations. Focus group discussions in particular were held with both PLWs and caretakers of children 
in the MCHN as well as those eligible but not in the program.  Assessment of MCHN coverage was 
conducted based on the OTP and TSFP sampling frames with MCHN coverage assessed in all selected 
villages in Garowe district. In Burtinle, purposive sampling was used with villages selected from the 
catchment area of the MCH (which has been the target of the MCH program at present). Two villages 
from each MCH area, one proximal and one distant were selected for the assessment. Coverage estimates 
were provided using only the point coverage estimator. 
 
To note though, so far no studies have been conducted that prove suitability of SQUEAC as a method to 
assess MCHN coverage and therefore the coverage estimates derived by this investigation should only 
serve as a proxy to the actual coverage of the program. Only point coverage could be applicable in 
estimation of MCH coverage. 
 
3.2 Survey/investigation implementation 
The survey enumerators comprised independent enumerators who were organized into 5 teams each 
comprising 3 persons.  Four teams focused on Garowe district whilst 1 team focused on the IDP camps 
and Burtinle district. 
 
Training for the data collectors comprised 3 day theoretical training at the beginning (2 days) and midway 
at the beginning of stage 2 and 3 (1 day) and also included review of concepts at the beginning of every 
new activity/data collection method during the data collection process.  MoH and WV staff participated 
in the training and data collection process.  MoH and WV staff further accompanied the consultant and 
teams to the field and conducted supervision of teams.  
 
At the end of the field data collection a presentation session on findings and recommendations was held 
with key stakeholders who included MoH, WV, WFP and SC. The de-brief session provided an 
opportunity for the program staff from and partners to give their input and discuss various highlighted 
boosters and barriers.    
 
3.2.1 Challenges 

1. Lack of provision for indication of MUAC at admission and discharge on OTP registers. 
2. Lack of clear mandate on the coverage zones for the WV and SC program in the town and IDP 

areas to guide in the coverage assessment. 
3. Many of the caretakers in the IDP camps were only available in the afternoon. 
4. The security situation could not allow for the consultants to travel beyond Garowe town.  
5. The enumerators had to learn and implement several diverse concepts (OTP, TSFP, MCHN and 

ANC) within a short time, which compounded by basic level training amongst some of the 
members was challenging. 

6. In Garowe town area, some mothers refused to have children assessed due to the perception 
that in the children in the town are healthy.  

3.2.2 Best practice 

1. Indication of reasons for defaulting in the field registers for a considerable proportion. 
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4.0 FINDINGS 

4.1 Stage 1: Routine program and qualitative data analysis 

4.1.1 OTP 

Program admissions 

Analysis of admissions per site revealed higher admissions in Yoonbays, Reebanti, Ceelwayeseed and 
Awarculus in regard to the outreach OTP sites. Higher population and presence of pastoral communities 
in the sites were the main reasons attributed to the higher admissions.   In regard to the MCH facilities in 
Garowe town, Gambool presented higher number of beneficiaries, figure 1. The MCH was reported to 
have many admissions from other areas at the outskirts of town due to its location in the center of the 
town. Mothers coming to conduct other activities in town were reported to prefer to bring their children 
to the facility.  Waberi recorded lower admissions as it has only one catchment village (Hodhan) with 
families reportedly better off and therefore less cases of malnutrition. There were no recorded admissions 
from Jilab MCH attributed to all SAM cases being admitted in the OTP run by SC in the IDP camp. The 
IDP community was reported to prefer the program due to incentives of soap. Additionally SC has the 
capacity to conduct active case finding and respective referrals to their OTP.  

 

Figure 1: OTP admissions per site 

 

 

Defaulting per site 

Regarding defaulting per site Awarculus and Gambool MCH in the outreach sites and town MCH facilities 
respectively presented higher defaulting, figure 2.  Migration by pastoralists in areas around Awarculus 
was cited as the reason for higher defaulting. As regards Gambool, lack of consistency in attendance as 
many of the beneficiaries were from other areas coming into town to conduct business was attributed to 
the high defaulting. 
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Figure 2: OTP defaulters per site 

 

 

Week of defaulting  

Analysis of the stage of defaulting could only be done through assessment of week of defaulting as the 
OTP registers lack provision to record MUAC on admission and defaulting.  The median week of defaulting 
was found to be week 64, an indication that many children defaulted past week 6, figure 3. 

Figure 3: OTP week of defaulting 

 

 

 

																																																													
4		Beneficiaries defaulting before and at week 4 are early defaulters and most likely are still in the SAM category.	
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Program monitoring indicators 

The OTP  attained average rates of: cure – 88%, defaulter – 11% and death 0% within the recommended 
SPHERE standards of; cure above 75%, defaulting at below 15% and death at below 10% respectively, figure 
4. The program attained acceptable indicators well above the recommended SPHERE standards of above 
75%, defaulter below 15%, and death below 10%.  The months of February and May however recorded 
high defaulting above the recorded SPHERE standards at 27.8% and 21.4% respectively. The months of 
June and July also recorded high defaulting though within the acceptable SPHERE standards defaulting. The 
high defaulting in February and May was attributed to rural-urban migration and movement of families 
back to the villages during the school holidays respectively. 

Figure 4: Program monitoring indicators - OTP 

 

 

4.1.2 TSFP 

Program admissions 

Analysis of TSFP admissions revealed higher admissions per site in the town sites of Gambool and Waberi 
attributed to high population within the town and also beneficiaries from the IDP camps. Additionally the 
town sites were reported to have beneficiaries from other proximal villages whose caretakers were 
working in town. Regarding the rural sites, Sinujif, Kalabyr, Awarculus and Xamxamaca presenting higher 
admissions, figure 5. High population and presence of pastoral migrating communities in the site areas 
were reported as main reasons for the higher admissions. Corresponding high morbidity was also 
reported in Sinujif in the last 3 months. In Jilab and Gaargar MCH centres TSFP is conducted by SC. 
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Figure 5: TSFP program admissions 

 

MUAC at admission 

Analysis of the stage of admission into the program revealed admission at the early stages of MAM at 
median 12.1cm indicating that there is on-going active case finding and possibly self-referrals, figure 6.  

Figure 6: MUAC at admission 

 

 

TSFP Defaulting  

Awarculus and Xamxamaca presented higher defaulters with migration by pastoral communities reported 
as the main reason for defaulting. Xamur did not present any defaulting over the period, figure 7.  
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Figure 7: TSFP defaulters per site 

 

 

 

MUAC at defaulting 

Analysis of the period of defaulting revealed that defaulting for more beneficiaries occurred just before 
full recovery at median 12.4cm, figure 8.   

Figure 8: TSFP MUAC at defaulting 

 

 

The median period of defaulting was in addition during the second visit corresponding to the 2nd month 
of stay in the program, figure 9. 
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Figure 9: TSFP visit of defaulting 

 

 

Reasons for defaulting (TSFP registers) 

The field registers were able to indicate the reasons for defaulting for some of the defaulters though for 
a significant proportion the reasons had not been established. The main reasons were rural to urban 
migration especially during the dry seasons and migration by pastoral communities to other areas in search 
of pasture and water, figure 10. 

 

Figure 10: Reasons for defaulting - TSFP 
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Program monitoring indicators 

The TSFP attained average rates of: cure – 93.6%, defaulter – 4.7% and death 0% within the recommended 
SPHERE standards of; cure above 75%, defaulting at below 15% and death at below 3% respectively.  The 
program in addition recorded low non-response at 0.9%. The program achieved acceptable rates in all the 
months, figure 11.  

Figure 11: Program monitoring indicators 

 

 

 

 

 

Program response to context 

Assessment of program response to context revealed some fair response for both the OTP and TSFP. In 
regard to the OTP there were increased admissions from June attributed to increasing morbidity as a 
result of the gu rains and later due to the Hagaa season. During this period there was also return of some 
of the pastoralist families that had migrated. The high defaulting recorded in February was also attributed 
to migration. In May, as noted by FSNAU there was abnormal outmigration in the Gu season to Sool and 
Saanag regions. Closure of schools over the May to August period could additionally have contributed to 
the defaulting with families moving to different areas during this period. 

In regard to the TSFP, high admissions in February and lower admissions in the following months of April 
and May recorded at the onset were due to mass screening conducted during this period. The lower 
admissions in March and April were further attributed to the increased defaulting during this period. There 
were increased admissions from May to August and similar to the OTP attributed to increased morbidity 
at this time. An increase in defaulting in April and August was attributed to migration and movements 
during schools closure similar to OTP.  In August there was the normal migration occurring during the 
Hagaa season, figure 12.   
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Figure 12: Program response to context 

 

 

 

4.1.3 MCHN program 

Analysis of MCH admissions revealed slightly higher admissions of U2, Pregnant and Lactating mothers in 
Gambool and Waberi MCH. Jilab MCH presented the lowest admissions. In Burtinle, Shaafici presented 
higher admissions than Kaalkal MCH. The Gambol and Wabari sites are located in the center of the town 
and admissions include mothers coming into town to conduct business.   Shaafici was reported to be more 
popular with the community in Burtinle due to good quality of service, figure 13. 
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Figure 13: Garowe and Burtinle MCH admissions 

 

 

Defaulting was only recorded for the U2. Gambol and Gaargar presented higher defaulting. Many of the 
beneficiaries were reported to be from distant villages, IDPs or those visiting relatives in town and who 
could not attend the program consistently and therefore the higher defaulting, figure 14. 

Figure 14: MCHN program defaulting (U2) 

 

 

A similar trend to program admissions was observed in regard to the number of deliveries, U2.5kg 
deliveries and PW attending 3 ANC visits in the Garowe town MCH facilities. In Burtinle as observed 
above, Shaafici recorded higher numbers than Kaalkal, figure 15. 
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Figure 15: Ante-natal care 

 

 

4.1.4 BOOSTERS AND BARRIERS 

The findings from the routine program data, qualitative and further quantitative data collected in the field 
in the second part of stage 1 were summarized and categorized into boosters and barriers as presented 
in table 1. 

Table 1: Booster, Barriers Sources and Methods 
Boosters Sources Methods 
Community appreciation of programs: The community 
is appreciative of the preventive and treatment outcomes. 

Caretakers, CNVs, 
CHWs, community 

Semi-structured 
interviews, KII and FGD 

Active case finding: On-going as evidenced by MAM 
admission at early stages. 

Community, CNVs, 
caretakers 

FGD, KIIs and semi-
structured interviews 

Integration of program in MCH: Integration has 
enhanced referrals of children. 

Program staff, MCH-
in charge, community 

Informal group 
discussions, KII and FGD 

Self-referrals and varied sources of referral: Many 
mothers took children to program without being referred. 

Community, CNV, 
CHW, program staff 

FGD, KII and informal 
group discussions 

Program effectiveness: Program standard monitoring 
indicators on average are within SPHERE standards. 

Routine program 
data 

Literature review 

Monitoring of children in TSFP: There were no SAM 
cases in TSFP. 

Beneficiaries MUAC 
assessment/observation 

Minimal stigma: Very few cases reporting stigma Caretakers, 
community, CNV, 
CHW, MCH in-
charge 

Semi-structured 
interviews, FGD and KII 

Proximity of OTP/TSFP: Many beneficiaries reported to 
access programs within 2 hours. 

Caretakers, program 
staff, community, 
CNV/CHW 

Semi-structured 
interviews, FGDs and 
KIIs 

Health seeking for malnutrition: Higher number of 
caretakers sought assistance from health facility and program 
upon detection of malnutrition.  

Caretakers, 
community, CHW, 
CNV, MCH in-charge 

Semi-structured 
interviews, FGDs and 
KIIs 

36 28 26 16 0 11
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Specific to OTP   
Waiting time in program: Most mothers reported to take 
less than 1 hour for entire process. 

Caretakers Semi-structured 
interviews 

Consistent supplies: RUTF supplies available in all the 
months. 

Program staff, 
monthly reports 

Informal group 
discussions and literature 
review 

Specific to MCHN   
Ambulance: Ambulance available for high risk PWs. Program staff, 

community, MCH-in 
charge, CHW 

Informal group 
discussions, FGD and KII 

   
BARRIERS TO COVERAGE   
Migration: Presence of high population of pastoralist 
migrating families before recovery of children. 

Program staff, CNV, 
CHW, community, 
program reports, 
MCH-in charge 

Informal group 
discussions, KII and FGD 

Lack of OTP/TSFP in some areas: Lack of coverage due 
to lack of program in some villages. 

Program staff, CNV, 
CHW, community 

Informal group 
discussions, KII and FGD 

Inadequate coordination between partners: Weak 
coordination of referrals and mobilization in areas with more 
than one partner. 

Program staff, MCH-
in charge, 
implementing partner 

Informal group 
discussions, KII 

Inadequate ownership of program by MCH: Ownership 
challenged by inadequate capacity. 

Program staff Informal group 
discussions and KII 

Use of alternative health seeking sources: Health 
seeking from other sources to include traditional healers and 
pharmacies. 

Caretakers, 
traditional healers, 
pharmacies 

Semi-structured 
interview and KII 

Mothers busy: Caregivers work schedule a challenge to 
program attendance. 

Caretakers, CNV. 
CHW, community 

Semi-structured 
interview, KII and FGD 

Inadequate inclusion of potential field referral 
sources: All sources of referral of sick children are not 
included in the mobilization strategy. 

Traditional healers, 
TBAs, Sheiks, 
pharmacies 

KIIs 

Malnourished children in MCHN: Presence of SAM and 
MAM children in MCHN program. 

Caretakers Semi-structured 
interviews 

Lack of adequate knowledge that child is 
malnourished: Care takers unable to detect particularly 
MAM. 

Caretakers, program 
staff, CNV, CHW 

Semi-structured 
interviews, informal 
group discussions and 
KIIs 

Sharing of ration: Sharing of ration with other children 
reported amongst both OTP and TSFP beneficiaries. 

Caretakers Semi-structured 
interviews 

Shortage of food supplies for TSFP and MCHN: 
Insufficient food supplies for the registered number of 
beneficiaries. 

Community, program 
staff, CNV, program 
reports 

FGD, informal group 
discussion, KII and 
literature review 

RUSF in shops: A few caretakers reported to be able to 
access RUSF from shops. 

Caretakers Semi-structured 
interviews 

Specific to MCHN   
Poor mobilization for MCHN: Many PLW lack of 
knowledge or comprehensive information. 

PLW, community Semi-structured 
interviews and FGD 
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Community dissatisfaction: Community dissatisfied about 
some aspects that include lack of clear criteria on categories 
to receive available food. 

Community, PLW, 
program staff, CNV 

FGD, informal group 
discussions and KII 

Lack of access to MCH facilities: Most of the villages in 
the rural areas do not have access to MCH facilities. 

PLW, program staff, 
CNV, CHW 

FGD, informal group 
discussions and KII 

Fear of payment: Lack of clear information on small token 
request at MCH has discouraged some women. 

PLW FGD 

Fear of immunization: Some mothers fear to have their 
children immunization and therefore reject the program. 

Caretakers, CNV, 
CHW 

Semi-structured 
interview and KII 

 

4.2 STAGE 2:  HYPOTHESIS TESTING 
 
Based on the information collected and analyzed in Stage One, there was deduction that some sites have 
high and others low coverage and therefore need to conduct small surveys to confirm/deny.  
 

The hypotheses therefore were that: 

#1: Coverage is different across the district within the contexts of IDP, rural and town centres. 

#2: Coverage of TSFP in distant villages is lower due to higher number of defaulters.  

#3: Coverage is low in areas without OTP and those without TSFP 

 
Small surveys were undertaken in 16 villages in Garowe and the IDP camps to assess the hypotheses. The 
decision rule (50% for rural, 70% for town and 90% for camp setups) was applied in assessing coverage. 

 
#1: Coverage is different across the district within the contexts of IDP, rural and town 
centres 

From the analysis of coverage in different setups the hypothesis was confirmed as regards the TSFP. 
Coverage in town was patchy with one area presenting coverage >70% and another <70%, in rural areas 
all presented high coverage (>50%) whereas in the IDP camps was less than 90% as per SPHERE standards. 
Coverage of OTP could not be confirmed as the investigation did not find any current SAM cases. Table 
2 and 3. 

Table 2: Small area survey findings - coverage difference based on context-OTP 

Village Village 
profile 

Current 
covered 

Current 
not 
covered 

Recoverin
g 

Total 
(covered 
and non- 
covered 
current 
cases only)  

Decision 
rule 

Decision Total in 
program 
(covered 
and 
Recoverin
g) 

Total 
(Covered 
and non-
covered) 

Decision 
rule 

Decisi
on 

     Point coverage Single coverage estimate 
All town 
villages, 
Gambool, 
Gaargar and 
Waberi 

Town 0 0 0 - - NC - - - NC 

All rural 
villages 
Awarculus, 

Rural 0 0 0 - - NC - - - NC 
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*NC: not confirmed 

Table 3: Small area survey findings - coverage difference based on context-TSFP 
Village Village 

profile 
Current 
covered 

Current 
not 
covered 

Recoverin
g 

Total 
(covered 
and non- 
covered 
current 
cases only)  

Decision 
rule 

Decision Total in 
program 
(covered 
and 
Recoverin
g) 

Total 
(Covered 
and non-
covered) 

Decision 
rule 

Decisi
on 

     Point coverage Single coverage estimate 
Gambool Town 0 0 0 0 0 NC 0 0 0 NC 
Gaargar Town 0 0 2 0 0 NC 2 2 1 >70% 
Waberi Town 0 1 0 1 0 NC 0 1 0 <70% 
Yoonbays Rural 10 3 5 13 6 >50% 15 18 9 >50% 
Sinujif Rural 17 3 5 20 10 >50% 22 25 12 >50% 
22km Rural 2 2 1 4 2 <50% 3 5 2 >50% 
Shabelle IDP 3 6 1 9 4 <90% 4 10 9 <90% 
Jilab IDP 1 1 5 2 3 <90% 6 7 6 <90% 
Hiran IDP 0 1 2 1 0 <90% 2 3 2 <90% 

*NC: not confirmed 

#2: Coverage of TSFP in distant villages is lower due to higher number of defaulters.  

Based on single coverage estimates the hypothesis was denied. Coverage in the distant villages was found 
to be >50% with patchy coverage of high and low in the proximal villages, table 5. Coverage could not be 
confirmed using point coverage estimates due to lack of current MAM cases. 

#3: Coverage is low in areas without OTP and those without TSFP 

Coverage in areas without OTP could not be confirmed by both point or single coverage estimates due 
to lack of any current or recovering cases in program. As regards TSFP, only one of the villages was found 
to have 2 current MAM cases not in program with coverage subsequently classified as <50%.  The 
hypothesis could therefore not be adequately confirmed, table 4.  
 
Table 4: Small area survey findings - coverage difference based on distance (TSFP) and presence or 
absence of program (OTP and TSFP) 

Village Village 
profile 

Current 
covered 

Current 
not 
covered 

Recoverin
g 

Total 
(covered 
and non- 
covered 
current 
cases only)  

Decision 
rule 

Decision Total in 
program 
(covered 
and 
Recoverin
g) 

Total 
(Covered 
and non-
covered) 

Decision 
rule 

Decisi
on 

     Point coverage Single coverage estimate 
Ooman  Proximal 0 0 3 0 0 NC 3 3 1 >50% 
Balley  Proximal 0 0 25 0 0 NC 25 25 12 >50% 
Waberi Proximal 0 1 0 1 0 NC 0 1 0 <50% 
Yoonbays Distant 10 3 5 13 6 >50% 15 18 9 >50% 
Sigodheer Distant 0 0 16 0 0 NC 16 16 8 >50% 
Cuun Distant 0 0 12 0 0 NC 12 12 6 >50% 
Abaarey No TSFP 0 0 0 0 0 NC 0 0 0 NC 
Quaabal No TSFP 0 2 0 2 1 <50% 0 2 1 <50% 
22km No OTP 0 0 0 0 0 NC 0 0 0 NC 
Sinujif No OTP 0 0 0 0 0 NC 0 0 0 NC 

NC: not confirmed 

Sinujif and 
22km 
Shabelle IDP 0 1 0 - 0 <90 0 1 0 <90 
Banadir IDP 2 1 0 - 2 <90 2 3 1 >90 
Hiran IDP 0 0 1 - - <90 1 1 0 >90 



Coverage survey report of the WV Garowe and Burtinle nutrition programs, October - December 2016.												18 
	

 

Reasons for coverage failure from small area surveys 

Lack of program supplies, lack of awareness that the child is malnourished and busy mothers were the 
main reasons for MAM coverage failure, figure 16 below.  There were no uncovered SAM cases found by 
the coverage survey. 

Figure 16: Reasons for coverage failure – small area surveys (TSFP) 

 

 

 

 

4.3 STAGE THREE:  ESTIMATION OF OVERALL PROGRAM COVERAGE 

4.3.1 Developing the prior 

The prior was developed from the average of the four methods of; weighted, un-weighted (simple scoring) 
of boosters and barriers, average of program staff beliefs about coverage and 2015 coverage estimates 
from the WV nutrition implemented program in the neighboring Eyl district. The weighted scoring process 
was participatory with program staff giving scores to identified boosters and barriers, table 5.  The 
boosters were thereafter added to the minimum coverage (0.0%) while the barriers deducted from the 
maximum coverage (100.0%). A mean value was thereafter calculated. 

 

Table 5: Synthesis of boosters and barriers 

Boosters Weighted Un-
weighted 

Weighted Un-
weighted 

Self-referral & varied referral sources 3 5 3 5 
Active case finding 3.5 5 3 5 
Integration of program in MCH 2 5 2 5 

0 1 2 3 4 5 6

Dislike for program

Newly settled

Program rejection

Busy mother

Not aware child is malnourished

Lack of supply

No. of cases

Reasons for MAM coverage failure

IDP Garowe
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Community appreciation of program 4 5 3 5 
Program effectiveness 3 5 3 5 
Monitoring of children in TSFP   3.5 5 
Minimal stigma 2 5 2 5 
Proximity of OTP/TSFP 4 5 4 5 
Health seeking for malnutrition 3 5 3 5 
Good program linkage OTP/TSFP/MCHN 3 5 2 5 
Waiting time in program 3.5 5   
Consistent supplies 4 5   
 35 55 28.5 50 
BARRIERS     
Migration 3 5 3 5 
Lack of OTP/TSFP in some  areas 2 5 2 5 
Inadequate coordination between 
partners 

2.5 5 2.5 5 

Inadequate ownership of program by 
MCH 

2 5 2 5 

Use of alternative health seeking sources 2 5 2 5 
Mothers busy 3.5 5 3.5 5 
Inadequate inclusion of potential field 
referral sources 

2 5 2 5 

Malnourished children in MCHN 2 5 2 5 
Lack of adequate knowledge that child is 
malnourished 

2 5 2.5 5 

Sharing of ration   2 5 
Shortage of food supplies TSFP   3.5 5 

 21 45 27 55 
 

 

 

1. Scoring of weighted boosters and barriers (weighted) 

 

OTP:  Prior weighted= ((0%+35%) + (100%-21%))/2= 57%  

TSFP: Prior weighted= ((0%+28.5%) + (100%-27%))/2= 50.75%  

 

2. Scoring of un-weighted boosters and barriers (simple scoring) 

OTP:  Prior un-weighted/simple = ((0%+55%) + (100%-45%))/2= 55%  

TSFP: Prior un-weighted/simple = ((0%+50) + (100%-55%))/2= 47.5%  

3. Program coverage estimates (histogram of  staff beliefs)   
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The beliefs of the 4 survey teams and the nutrition officer were taken with the minimum set at 30% 
and maximum at 90%).   

The program staffs on average considered coverage of the OTP and TSFP to be at 80% and 76.25%, 
figure 16 and 17 respectively. 

OTP:  Average prior belief = (80%+80%+75+85%)/4 = 80%  

TSFP: Average prior belief = (80%+80%+70+75)/4 = 76.25%  

 

      Figure 17: Histogram of beliefs – OTP                        Figure 18: Histogram of beliefs - TSFP 

  
 

4. Previous coverage estimates (upper limit) 

OTP: 77.1% 

TSFP: 76.6% 

 

Based on the average of the four methods “Prior coverage” was estimated at: 

OTP:  Averaged Prior = (77.1%+80%+57+55%)/4 = 67.3%  

TSFP: Averaged Prior = (76.6%+76.25%+50.75+55)/4 = 63.8%  

 

Using the Bayesian Coverage Estimate Calculator, the OTP Prior was set as 67% (α= 23.9 and β= 11.1) 
whereas the TSFP was set at 64% (α=18.0 and β= 10.9) as presented in figures 19 and 20 below.  
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Figure 19: Prior estimate BayesSQUEAC – OTP   Figure 20: Prior estimate BayesSQUEAC - TSFP 

  

 

4.3.2 Sampling methodology for wide area survey for OTP and TSFP 

Sample sizes for both OTP and TSFP were derived using BayesSQUEAC calculator at 33 and 43 
respectively.  
 
Computation of minimum number of villages to sample 
 
Calculations were then undertaken to determine the minimum number of villages to sample using the 
information in table 6 below: 
 
 
Table 6:  Information for computation of required villages  
 Garowe district 

Target sample size for OTP  33 

Target sample size for 
TSFP 

43 

Average village population 
Garowe 

400 

Prevalence of SAM Garowe 0.1%  (FSNAU post ‘deyr’ report 2015/16 
report)  

Prevalence of MAM Garowe 2.3%  (FSNAU post ‘deyr’ report 2015/16 
report 

% of children 6-59 months 20% 
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Using the formula for computing no. of villages: 
 

 

The no. of villages to be selected is thus as follows: 
 
OTP: 

_______33____________   =   9.7 (10 villages) 

            400 × 0.2 × 0.01 

TSFP:  

_________43_________  = 5.4 (6 villages) 
         400 × 0.2 × 0.023 

 
Sampling of villages 
 
The sample of 10 and 6 villages for OTP and TSFP assessment respectively were systematically selected 
from a complete list of 29 villages within the Garowe district catchment area (See annex 2.1.3 for sampling 
of villages). 
 
In Jilab IDP camp, the camp was divided into four sections of which two were randomly selected for the 
assessment. 
 
In regard to both identification of SAM and MAM at the community level door to door case finding was 
used and all children under five years of age assessed using MUAC and Oedema. Door to door case finding 
was used to particularly enable identification of moderately malnourished children who would otherwise 
not be easily identifiable through the active case finding using local case definition.  
 

4.3.3 Wide area survey results 

The summary of the likelihood (wide area survey findings) is presented in table 7 below (See annex 2.1.2 
for the findings per village). 

Table 7: Wide area survey findings 
Category of cases OTP Category of cases TSFP 

 Garowe  Jilab IDP 
 
Current SAM cases in 
program 

 
9 

 
1 

 
Current MAM cases 
in program 

 
23 

 
Current SAM cases not 
in program 

 
7 

 
1 
 

 
Current MAM cases 
not in program 

 
15 

 
Recovering in program  

 
10 

 
3 

Recovering in 
program  

 
52 

(%))596on(ofpopulati%(
n

ofSAMprevalencemonthstionlagepopulaaveragevil
n

´-´
=
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Likelihood coverage estimates  

Following the few cases found in Jilab IDP, coverage was classified using the LQAS methodology (similar 
to the small area surveys).  Based on the wide area survey results point likelihood coverage estimates 
are presented in table 8 as follows: 

Table 8: Likelihood coverage survey estimates5  
 
Estimator 

OTP  
TSFP Garowe Jilab 

Point coverage 56.3%  
 

50% 60.5% 
 

 
Single coverage 

 
67.9% 

 
80% 

 
75.0% 

 
 
Reasons for coverage failure as per caretakers of coverage failure 
The reasons for TSFP coverage failure were that the program did not have supplies, lack of knowledge 
that the child was malnourished and program rejection, figure 21.  
 
There was only 1 case of SAM that was not covered by the Jilab OTP. The reason for coverage failure 
was because the child was in the MCHN (wrong program).  
 
Figure 21: Reasons for coverage failure  
 

 
 
4.3.4 Overall headline Coverage Estimates  
The combination of the prior and likelihood estimates through conjugate analysis (BayesSQUEAC), 
estimates the overall headline coverage (posterior) as presented in table 9 as follows: 
 
 
 

																																																													
5	See formula for computing point coverage in section 3 

0 1 2 3 4 5 6 7 8 9

Had moved to town
Busy mother

No supply
Not aware child is malnourished

No OTP/TSFP

No. of children/cases

Reasons for coverage failure

TSFP OTP
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Table 9: Overall headline coverage estimates (Posterior) 
 
  

OTP 
 

 
 
TSFP Garowe Jilab IDP camp 

Point coverage 65.1% (50.8% - 77.0%) 66.4% (50.1% - 79.3%) 62.6% (50.4% - 73.3%) 
 
 

Single coverage 
 

68.7% (56.0% - 78.9%) 69.0% (52.8% - 81.2%) 72.5% (64.2% - 79.4%) 

 

From the Bayesian coverage calculator, the OTP posterior point coverage is estimated at 65.1%CI: (50.8% 
- 77.0%) whereas single coverage is estimated at 68.7% (56.0% - 78.9%). As regards the TSFP the posterior 
point coverage is estimated at 62.6% (50.4% - 73.3%) whereas the single coverage is estimated at 72.5% 
(64.2% - 79.4%). In Jilab IDP camp, the posterior point coverage is estimated at 66.4% (50.1% - 79.3%) 
whereas the single coverage is estimated at 69.0% (52.8% - 81.2%).  The Garowe OTP and TSFP estimates 
are above the recommended SPHERE standard of 50% in rural areas whereas in Jilab IDP camp, the 
coverage is below the recommended SPHERE standard of 90% for camps. 

The Garowe OTP posterior findings as per BayesSQUEAC are illustrated in figure 22 and 23 below. There 
is considerable overlap between the likelihood and posterior in both graphs with the p values for the z 
score being above 0.05 (0.3654 and 0.8974 for point and single coverage respectively) and therefore the 
above findings can be used6.  

 
Figure 22: Point coverage BayesSQUEAC – Garowe OTP       Figure 23: Single coverage BayesSQUEAC – Garowe OTP 

 
 

 

																																																													
6	See section on overall methodology 

z= 0.13 

p=0.8974 

z= 0.13 

p=0.3654	
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The Jilab IDP OTP posterior findings as per BayesSQUEAC are illustrated in figure 24 and 25 below. There 
is considerable overlap between the likelihood and posterior in both graphs with the p values for the z 
score being above 0.05 (0.3654 and 0.8974 for point and single coverage respectively) and therefore the 
above findings can be used7.  

Figure 24: Point coverage BayesSQUEAC – Jilab IDP OTP          Figure 25: Single coverage BayesSQUEAC – Jilab IDP OTP 

 

The Garowe TSFP posterior findings as per BayesSQUEAC are illustrated in figure 26 and 27 below. There 
is considerable overlap between the likelihood and posterior in both graphs the p values for the z score 
being above 0.05 (0.2056 and 0.8943 for point and single coverage respectively) and therefore the above 
findings can be used.   

 
Figure 26: Point coverage BayesSQUEAC – TSFP                 Figure 27: Single coverage BayesSQUEAC – TSFP 

 
 

 

 

																																																													
7	See section on overall methodology 

z=-1.22 

p=0.2237 

z= 0.08 

p=0.9327	

z	=1.27	

p	=0.2056	

z=	0.13	

p=0.8943	
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4.3.5 MCHN coverage 

In regard to analysis of MCHN, the coverage was computed separately for; all sites in Garowe (Garowe 
district), town MCH catchment areas, Jilab IDP and Burtinle MCH catchment areas. Regarding PLW 
coverage, Jilab IDP presented the highest coverage at 72%, with Burtinle and Garowe MCH catchment 
areas presenting coverage of 58.3% and 47.4% respectively. Garowe district presented the lowest 
coverage of 24.8% table 11. Access to the program, availability of PLW and supplies were the main factors 
attributed to the coverage findings. 

As regards coverage of children 6-23 months, a similar trend to the PLW coverage was observed with 
Jilab IDP presenting high coverage at 80%, Burtinle MCH catchment at 63.1%, Garowe town MCH 
catchment 40% and Garowe district 16.3%, table 10. As above access to program and availability of the 
caretakers were key factors in determining coverage. The lower coverage of Garowe town MCH 
catchment is also attributed to the finding that most of the program beneficiaries do not reside within the 
town catchment areas. 

Table 10: MCHN program coverage 
  Garowe district 

(all site areas) 
Garowe town 
MCH catchment 

Jilab IDP Burtinle MCH 
catchment 

 N % N % n % N % 
 
PLW in 
program 
 
PLW months 
not in program 

 
32 
 
97 

 
24.8% 
 
75.2% 

 
18 
 
20 

 
47.4% 
 
52.6% 

 
36 
 
14 

 
72% 
 
28% 

 
63 
 
45 

 
58.3% 
 
41.7% 

6-23 months in 
program 
 
6-23 months 
not in program 

20 
 
 
103 

16.3% 
 
 
83.7% 

14 
 
 
21 

40% 
 
 
60.9% 

32 
 
 
8 

80% 
 
 
20% 

65 
 
 
69 

63.1% 
 
 
36.9% 
 

 

Reasons for PLWs coverage failure 

The main reason for coverage failure in Garowe district was distance to program sites whereas lack of 
mobilization of women and busy mothers were the main reasons for coverage failure of women in the 
Garowe town MCH catchment areas and Jilab IDP respectively, figure 28. In Burtinle MCH catchment 
area busy mothers and lack of mobilization of women were the main reasons for coverage failure, figure 
29. 
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Figure 28: Reasons for PLW coverage failure (Garowe)    Figure 29: Reasons for PLW coverage failure (Burtinle) 

  

Reasons for 6-23 months coverage failure 

Regarding children 6-23 months, similar reasons to PLW coverage failure were identified as regards  
Garowe district, Garowe town MCH catchment and JIlab IDP, figure 30. In Burtinle similar to PLW, 
mothers being busy was the main reason for coverage failure. Additionaly newly settled families who had 
not been informed of the program were a key reason for coverage failure, figure 31. 

Figure 30: Reasons for 6-23months coverage failure (Garowe)    Figure 31: Reasons for 6-23months coverage failure (Burtinle) 

 

 

4.3.6 ANC 

Though the coverage survey was intended to assess coverage of the targeted feeding programs, other 
ANC indicators were collected whilst mothers were being interviewed on the nutrition related coverage 
survey aspects. 
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Of the women interviewed, the investigation found that 82.5%, 91.8% and 87.9% had been pregnant in the 
last 2 years in Garowe district, Garowe town MCH catchment and Jilab IDP respectively. In Burtinle 96.6% 
of the women had been pregnant over the same period. Of these women 68.1%, 77.8% and 98% reported 
to have visited the ANC at least once during their pregnancy, in Garowe district, Garowe town MCH 
catchment area and Jilab IDP respectively. Jilab IDP presented the highest uptake with proximity to the 
MCH facility attributed to the uptake. In Burtinle MCH catchment areas, 86.3% of women reported to 
have visited the MCH at least once, table 12.   

Regarding the number of times the women had visited the ANC, Jilab IDP camp followed by Burtinle MCH 
catchment area presented higher proportion of women visiting for the SPHERE recommended four times 
or more at 62% and 45.5% respectively, table 11. 

Table 11: Ante-natal care 
 Garowe (All 

sites) 
Garowe MCH 
catchment 

Jilab IDP Burtinle 

Variable n                                            % N % n % N % 
No. Pregnant in the last 2 
years 

160 82.5% 45 91.8% 51 87.9% 113 96.6% 

No. visiting ANC (of those 
pregnant) 

109 68.1% 35 77.8% 50 98% 101 86.3% 

Times went for ANC 
One time 
Two times 
Three times 
Four times or more  
 

 
18 
42 
29 
20 

 
16.5% 
38.5% 
26.6% 
18.3% 

 
4 
3 
11 
7 

 
11.4% 
37.1% 
31.4% 
20% 

 
2 
4 
13 
31 

 
4% 
8% 
26% 
62% 

 
10 
16 
29 
46 

 
9.9% 
15.8% 
28.7% 
45.5% 

 

Health seeking for ANC 

Analysis of health seeking for ANC found the Government health facilities to be the most popular option 
for all Garowe contexts and in Burtinle MCH catchment, figure 32 and 33.   

Figure 32: Health seeking for ANC (Garowe)                     Figure 33: Health seeking for ANC (Burtinle) 
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Assistance during delivery 

Assessment of assistance during delivery revealed that TBAs were the most utilized in Garowe district, 
whereas nurses/midwife were the most utilized in Garowe town and Jilab IDP. Additionally in Jilab IDP 
camp, TBAs were utilized by many mothers, figure 34.  In Burtinle, the nurse/midwife were utilized by 
more mothers followed by TBAs, figure 35. 

Figure 34: Assistance during delivery (Garowe)             Figure 35: Assistance during delivery (Burtinle)

 
 

 

4.4 DISCUSSION 

The OTP and TSFP programs in Garowe district have recorded point and single coverage estimates of 
65.1% and 68.7% in regard to OTP and 62.6% and 72.5% as regards the TSFP, above the acceptable SPHERE 
standards of 50% coverage for rural contexts with Garowe largely comprising of the rural context. Though 
different districts, there is an improvement in  both OTP and TSFP point coverage from the 39.2% and 
27.2% recorded respectively in Burtinle district in 2014 and 62.2% and 64.9% recorded in Eyl district in 
2015. Single coverage estimates were not computed in the 2014 and 2015 assessments. In Jilab IDP camp, 
coverage is less than the recommended 90% SPHERE standard for camp setups in regard to both point 
and single coverage estimates. The Jilab IDP camp coverage finding is concurrent to previous estimates of 
85% from coverage surveys conducted in the Garowe IDP camps in 2013.  Uptake of recommendations 
from the 2014 and 2015 coverage investigations has contributed to the improvement. Coverage within 
the district was however patchy with some villages found to have high coverage and others low coverage. 
Rural contexts presented high coverage whereas the Garowe urban and IDP contexts presented lower 
coverage as per SPHERE standards. 

As regards MCHN, the program has achieved PLW coverage of 72%, 58.3%, 47.4% and 24.8% in Jilab IDP, 
Burtinle MCH catchment, Garowe MCH catchment and Garowe district respectively. Regarding children 
6-23 months, the program has achieved coverage of 80%, 63.1%, 40% and 16.3% in Jilab IDP, Burtinle MCH 
catchment, Garowe MCH catchment and Garowe district respectively. A similar trend was observed 
between the PLW and 6-23months coverage with Jilab IDP presenting the highest coverage, followed by 
Burtinle and Garowe MCH catchment areas and Garowe district presenting the lowest coverage. Access 
to the program, availability of PLW and supplies were the main factors attributed to the coverage. The 
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2015 MCHN coverage survey recorded program coverage of 62.1% in Puntland region with distance being 
the main barrier to coverage.   

 

BOOSTERS TO PROGRAM COVERAGE 

Community acceptance and appreciation of programs: The community overall has high regard 
for the programs and cited various benefits to include recovery of children, health education and 
medication. The community was especially encouraged by the evidence of children who had recovered 
and which also served as a mobilization factor.  In regard to the MCHN the community was especially 
appreciative of the additional food that is provided which was reported to save the family on food related 
costs and also enhance the health of pregnant mothers and children. The MCHN program has enhanced 
the community’s confidence in increased nutrition programming as per requests for their requests over 
the years. 

Integration of program in MCH: Implementation of the program through the MCH and hospital has 
enhanced referrals with children coming for other health related consultation screened and referred to 
the nutrition programs accordingly. Additionally integration has boosted integrated management of both 
medical and nutritional aspects. 

Specific to OTP and TSFP 

Active case finding:  On-going active case finding as evidenced by admission of most cases at the early 
stages of MAM has been facilitated by the presence of CNWs whose main activity is identification of 
malnourished children through house to house screening and making the respective referrals. Active case 
finding activities were in addition boosted by CHW whose roles also entail screening for malnourished 
children. 

Self-referrals & varied sources of referral:  Self referrals are on-going with many mothers reporting 
to have taken their children to the program even without referral by the CNW or CHW. Referrals are 
in addition boosted by the health facilities, neighbours, TBAs and other OTP/TSFP mothers. 

Proximity to sites: The presence of the outreach program in different villages in the rural areas has 
enhanced coverage with majority of caretakers reporting to take less than 1 hour to access program sites. 

Program effectiveness: The program has presented high effectiveness as assessed through the 
monitoring indicators which on average were within the acceptable SPHERE standards. The program has 
in addition presented relatively good response to the context in regard to admissions and discharges. 

Minimal stigma: Almost all caretakers reported receiving support and encouragement from the 
community owing to enhanced understanding of malnutrition with no reported cases of mothers hiding 
malnourished children. 

Monitoring of children in TSFP: Monthly monitoring of children in TSFP during the distributions is 
on-going with all assessed children observed to be MAM. The house to house screening by the CHWs 
has additionally ensured that even those children who are already admitted into the program are assessed 
periodically at the community level and if need be referred to respective programs. 

Health seeking for management of malnutrition: A higher number of caretakers were reported to 
seek assistance from the health facility, OTP/TSFP and hospital upon detection of malnutrition.  
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Specific to OTP 

Waiting time: The waiting time in the OTP was reported to be acceptable with most mothers reporting 
to take less than one hour in waiting and for the entire process of monitoring and distribution of the 
RUTF to be completed.  Reduced waiting time is especially critical in the town area with many mothers 
being busy as they are engaged in conducting different types of businesses. 

OTP supplies: Over the period, RUTF was available consistently and in sufficient amounts in all the 
facilities and for the outreach sites.  

 

Specific to MCHN 

Ambulance services: The presence of ambulances though used for referral of high risk mothers has 
enhanced coverage and also enhanced community confidence in the program.  

 

BARRIERS TO PROGRAM COVERAGE 

Migration: Migration presented a major challenge to program coverage with many areas presenting 
higher defaulting reported to host or to be migratory paths for nomadic communities. According to 
FSNAU post gu report, there was recorded abnormal outmigration by pastoralists in the Gu season to 
Sool and Saanag regions in search of better pasture and water. There is in addition on-going rural to urban 
migration and especially during the drought period.  During the schools holiday season over the May to 
August period there were further reported movements of families from the town to the rural villages and 
from Bosaso into Garowe and Galkayo towns. Within the town area, shifting of families renting houses 
from one area to another was also reported as a reason for defaulting. 

Busy mothers: Particularly in Garowe town and the Jilab IDP, work schedule of the mothers was a 
challenge to program coverage. Many of the women residing in Garowe are engaged in different businesses 
whereas women in the IDP camps are engaged in casual labour activities in Garowe town thus hampering 
program attendance within the time the programs are operational. In the IDP camp many women were 
reported to leave early in the morning only to return late in the afternoon. 

Malnourished children in MCHN: There is inadequate monitoring of the children enrolled in the 
MCHN with some malnourished children found to be in the program. Children in the MCHN could also 
be indicative of double registration in both the preventive and treatment programs. 

 

Specific to OTP and TSFP 

Inadequate coordination of the program with partners implementing similar programming: 
There is lack of adequate coordination by WV and SC within Garowe town area and Jilab IDP camp, 
where both partners are implementing different IMAM components.  In Gaargar MCH the OTP is   
implemented by WV whereas the TSFP by SC, with coordination of referrals from and to both programs 
reported to be weak. In Jilab there is an overlap of programming with both WV and SC implementing 
OTP which could result in double registrations or under-utilization of one of the programs and therefore 
poor utilization of resources. In both Gaargar and Jilab IDP, there is lack of clarity on which partner is 
charged with the related community mobilization. In Gaargar there were reports of mothers who were 
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registered in the SC WASH program being afraid of bringing children to the OTP as they would be accused 
of benefiting from two programs an indication of weak mobilization in the area. 

Inadequate inclusion of all potential key sources of referral: There is inadequate inclusion of all 
key field sources of referral namely pharmacies, traditional healers, TBAs and Sheiks all of whom are in 
close contact with children. In the town area particularly, initial seeking of assistance from the pharmacies 
common as was reported by several caretakers. Initial health seeking from traditional healers and use of 
other solutions at home was reported mostly by some of the caretakers residing in the rural areas.  

Lack of both OTP and TSFP in all villages: Lack of adequate coverage is hampered by lack of both 
programs in all the villages with some cases of SAM admitted in the TSFP due to lack of the program as 
observed in Sinujif. Lack of program sites in all villages by the IMAM was a challenge to some caretakers 
who reported long walking distance to access the nearest sites.  

Inadequate ownership of the program:  The health facilities are yet to adequately take up ownership 
of IMAM program. The uptake was reportedly hampered by limited resources namely adequate staff and 
knowledge. In addition some of the staff attitude towards the uptake of the seemingly additional roles was 
reported to be a challenge. 

Sharing of rations: Sharing of rations was reported in both the OTP and TSFP with mothers reporting 
difficulties in giving one child and leaving out other children. To this regard the mothers requested for 
protection ration.   

Lack of adequate knowledge that the child is malnourished: Compounded by low literacy, many 
of the mothers are yet to be able detect malnutrition to enhance timely health seeking.   

 

Specific to TSFP 

Pipeline break: Lack of RUSF in the months of February to May and in September was a challenge to 
coverage despite provision of CSB and oil in place of plumpy sup in some of the months. Though an 
acceptable alternative some of the children were reported to dislike the porridge and consequently longer 
recovery.  

Long waiting time: Though more mothers were attended to and served within an acceptable two hours, 
a considerable number of mothers reported to take 3 or more hours. 

Availability of RUSF in shops: A few caretakers reported to access RUSF additionally from the shops 
and indication of some mothers selling their rations and consequently hampering child recovery. 

 

Specific to MCHN 

Lack of awareness of program/poor community mobilization: There is inadequate community 
mobilisation in regard to the MCHN program both in the rural areas and within the MCH catchment 
areas. Many community members expressed lack of awareness of the program, both those who have been 
residing in the area and newly settled families. In some cases there was lack of comprehensive information 
with some mothers expressing knowledge of program but lack of information that they or their children 
were eligible for the program. 
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Insufficient food supplies at the MCHN: Lack of sufficient supplies for the MCHN program has been 
one of the main challenges to coverage. There are more beneficiaries registered monthly than the amount 
of supplies available with eligible beneficiaries having to wait for others to exit before admission.  In 
February and March there was complete lack of rations for U2 beneficiaries. The lack of adequate supplies 
has discouraged some mothers from the program with some viewing as though they have been rejected. 

Community dissatisfaction: Though overall the community is appreciative of the nutrition programs, 
there was dissatisfaction with the change of MCHN food supplies with mothers complaining of lower 
rations. There were further complaints of receiving food that was near to the expiry date less than the 1 
month that the food was supposed to last for before the next distribution.  Overall insufficient supplies 
for the MCHN coupled with inadequate mobilization and clear criteria of which persons were priority 
created dissatisfaction with some women expressing dislike for the program 

Lack of access to the MCH facilities: Lack of MCH facilities proximal to most of the community 
members is a challenge to coverage. Many women were reported to be receptive to ANC services but 
the lack of proximal MCH facilities was a challenge with the women consequently resorting to using the 
services of the TBAs. 

Inability to pay/fear of small payment requested at the MCH:  The MCH facilities in Garowe 
town were reported to ask for a small fee from the beneficiaries to support in cleaning and garbage 
collection activities. Though the fee was not mandatory but a request to those who could afford, 
compounded by weak mobilization some of the women had understood that this was mandatory 
discouraging some of them.  

Fear of immunization: A few mothers were reported to fear immunization of their children and 
consequently rejected the MCHN program. 

 

ANTE-NATAL CARE 

Uptake of ANC services is relatively good with over half of the women across all contexts in Garowe and 
Burtinle having visited the ANC at least once at; 68.1%, 77.8%, 98% and 86.3% in Garowe district, Garowe 
town MCH catchment area, Jilab IDP and Burtinle MCH catchment respectively. The findings correlates 
with the findings of the 2015 coverage that found approximately 67.1%8 of women in Puntland region 
having attended the ANC at least once. Almost all the women in Jilab reported to have visited the ANC 
with proximity to the MCH facility attributed to the high uptake. Uptake in Burtinle MCH catchment areas 
is quite high which is  also attributed to proximity to the MCH sites and good quality care provided 
particularly by the Shaafici MCH facility, encouraging health seeking for ANC and other health related 
aspects.  The nutrition component in the MCH program has overall been attributed to increased uptake 
of ANC services. 

Completion of ANC visits up to the recommended four or more as per SPHERE standards is however 
lower at 18.3%, 20%, 62% and 45.5% in regard to Garowe district, Garowe town MCH catchment area, 
Jilab IDP and Burtinle MCH catchment respectively. The findings in Garowe district and MCH catchment 
are similar to the 2015 findings that revealed only 23.7% of women in Puntland region completing the 
recommended ANC visits. In Jilab IDP and Burtinle MCH catchment however, a higher proportion was 
found to have completed the ANC visits9. In Garowe district, distance to the MCH sites was the main 
																																																													
8	Due to different methodology interpretation and comparison of results should be done cautiously.	
9	Due to different methodology interpretation and comparison of results shoould be done cautiously.	
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reason for the low proportion visiting for less than the recommended times. In the Garowe town MCH 
area, women being busy engaged in business activities and the finding that a considerable proportion of 
women in the program do not reside within the town were attributed to the findings. Additionally in the 
town area, there was a perception that women and children are healthy and therefore reduced need for 
interventions. 

Government health facilities were the most popular options attributed to availability and affordability of 
ANC services. In addition mobilization efforts have encouraged women to seek ANC services at the MCH 
facilities which are supported by the Government and humanitarian partners.  Assistance during delivery 
was mainly determined by proximity to MCH services with TBAs being the most utilized in Garowe 
district where a large proportion has limited access to the MCH facilities and the nurses/midwife being 
more utilized in Garowe town, Jilab IDP and Burtinle MCH catchment. Additionally in Jilab IDP camp and 
Burtinle district, TBAs were utilized by many mothers, attributed to cultural practices.  In regard to culture 
findings from the 2015 coverage survey found that, “some women feel safer, protected and loved when they 
deliver in the presence of relatives at home than coming to deliver in public (health facility) on a cold floor or on a 
couch”.  

Overall uptake of ANC services was determined by: the level of program awareness, access to MCH 
services/distance, cost of service and cultural practices. 
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4.5 RECOMMENDATIONS 

4.5.1 Review of uptake of 2015 EYL SQUEAC Recommendations 

Review of uptake of recommendations from the 2015 SQUEAC investigation relied on KIIs with program staff as Eyl was not one of the districts 
under evaluation in the current year. Discussions on the uptake of the recommendations were done with the Nutrition management team in 
Garowe. As per the discussions many of the recommendations have been partially taken up with on-going progress in uptake of most, table 12. 

Table 12: Review of uptake of EYL 2015 SQUEAC recommendations 
Recommendation 
 

Responsibility Comment 

1. Strengthen community mobilization 
 

The program should strengthen community mobilization specifically by: 
 
• Inclusion of the traditional healers, pharmacies and religious leaders in the 

mobilization strategy. 
• Inclusion of fathers/men in the mobilization strategy. 
• Identification of villages with high number of pastoralist and conduct discussions 

before the start of movement with the pastoralist populations. 
• Immediate notification of CHWs of defaulters from the programs. 
• Development and usage of referral slips. 

 
 

 WV and MoH  
 
 

- Inclusion of key field sources and men of 
referral partially achieved through general 
community mobilization 

- Presence of mobile teams has increased 
coverage of pastoral communities though no 
actual discussions have been held with the 
communities. 

- Outreach teams have enhanced 
communication on defaulters.  

- Program is used the referral slips available 
from WFP. 

2. Community sensitization 
 

The program should enhance sensitization on:  
§ The importance of proper IMAM treatment and the process of treatment. 
§ Detection of malnutrition and particularly MAM.  

 

WV, MoH, 
UNICEF and 
WFP 

 
 

- On-going sensitization 
- CHWs have been trained to Identify common 

diseases to include malnutrition.  
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3. Program design 
• There is need to harmonize job descriptions and work plans for CNWs and CHWs. 
• The screening and distribution plans developed should be adhered to as regards the 

TSFP. 
 

WV, MoH, 
UNICEF and 
WFP 

 
- Done. CNVs work at present is to conduct 

screening for malnutrition and make referrals 
accordingly.  

- There is enhanced adherence to screening 
plans though not fully achieved. 

4. Monitoring and Evaluation 
• Advocate to MoH, WFP, and UNICEF for register revision to include all vital 

information. 
• Enhance tracking and linking of defaulters to new sites.  
• Record all details of the patients at admission.  
• Establish the reasons for defaulting. 

 

WV, MoH, 
UNICEF and 
WFP 

 
- OTP registers have not yet included 

provision for recording MUAC on admission 
or at discharge. 

- On-going defaulter tracing though there are 
challenges in tracking pastoralist 
communities. 

- Recording of all details of patients on 
admission could not be ascertained. 

- There is enhanced recording of reasons for 
defaulting. 

WV has also increased more staff to help manage data 
in the field. 

5. Capacity building 
• Identify gaps in CHWs knowledge. 
• Conduct training for CHWs to enhance capacity on IMAM and other related aspects 

namely; health, nutrition and sanitation. 
• Develop implementation/work plan and monitoring plan/supportive supervision 

plans for the CHWs. 
 
 

WV, MoH, 
UNICEF and 
WFP 

- CHWs have been trained to Identify common 
diseases including malnutrition. 

- Implementation and work plans for CHWs 
yet to be done. However there is linkage of 
the village volunteers to the proximal health 
facilities for joint weekly/monthly planning of 
community activities. 

- Supportive supervision is so far conducted by 
direct supervisors 

6. Coordination 
• Increase coordination and information sharing between field and Garowe based 

teams. 
• Conduct monthly meetings with SRCS to enhance coordination. 

WV, MoH, 
SRCS,UNICEF 
and WFP 

- Information sharing between the field and 
Garowe has been enhanced and no major 
challenges experienced in the current year. 
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• Improve working relationship between MoH and WV Staff, through joint meetings, 
continuous supervision, and joint visits with MoH. 

 

- There is still need for strengthened 
coordination between WV and SRCS. 

- There is quite good working relationship 
between MoH and WV at present with on-
going joint meetings.  

 

4.5.2 Recommendations 2016 

To continue enhancing program coverage, the program should seek to make several recommendations as presented in table 13. 

Table 13: Garowe and Burtinle 2016 SQUEAC recommendations action plan 
 
Activity area 

 
Recommendation/activity 

 
Process indicator 

 
Responsible 

Program design § Include all villages in the program coverage area and ensure both 
OTP and TSFP are available in all sites and the MCH facilities. 

§ No. of OTP and TSFP outreach sites 
versus no. of villages 

 WV, MoH, UNICEF and WFP 

§ Enhance beneficiary planning precision (to include contingency/buffer 
stocks), to ensure that all eligible beneficiaries in the targeted 
interventions receive adequate rations and availability of supplies 
during pipeline breaks. 

§ No. of beneficiaries receiving rations out 
of all those eligible. 

§ Availability of buffer stocks 

WV, MoH and WFP 

§ Define clear operational areas between partners in Garowe town and 
the IDP camps to be able to assign and evaluate responsibility 
accordingly and as well avoid over-lap of activities.  

§ Availability of MoH and partners 
operational strategy document.  

MoH, WV and SC  

§ Establish a clear criteria on prioritization of beneficiaries when faced 
with shortage of program supplies and which should be well 
communicated to the community.  

§ Availability of targeting criteria. 
§ No. of sensitization sessions held with 

community on targeting criteria. 

WV, MoH and WFP 

§ The program implementation design should take into consideration 
the context (working hours of women) whilst planning the program 
in the urban/IDP areas. 

§ Availability of a contextualized 
implementation plan to the urban/IDP 
context. 

§ No. of beneficiaries from the IDP/urban 
context in the program out of all those 
eligible 

WV, MoH and WFP 

§ Seek to increase MCH facilities in rural areas and to further scale up 
all MCH facilities to offer comprehensive Basic Emergency Obstetric 
Care services.  

§ No. of MCH facilities in rural areas 
§ No. of MCH facilities offering 

comprehensive Basic Emergency 
Obstetric Care services. 

WV, MoH, UNICEF and WFP 
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Community 
mobilization 

§ Ensure that the community in all areas is well informed of the MCHN 
program 

§ No. of sensitization sessions held WV 

§ Include all potential key field sources of referral into the mobilization 
strategy namely, TBAs, traditional healers, pharmacies and religious 
leaders 

§ No of sensitization sessions held 
§ No. of children referred by the potential 

key sources of referral 

 
WV 

Community 
sensitization 

The program should  continue enhancing sensitization on:  
§ Detection of malnutrition and appropriate management of 

malnutrition to avoid sharing of rations and sale of RUSF.  
§ Management of malnutrition and the need for nomadic families to 

allow for child recovery or communicate to program planned 
migration to allow for appropriate advice. 

§ The benefits of MCH services (to address fear of immunization) and 
the nutrition component of the MCHN. 

§ Free services at the MCH facilities. 

§ No. of sensitization sessions held  
WV and MoH 

Monitoring and 
Evaluation 

§ Recording of actual village of residence of beneficiaries (to include 
from either IDP or Host community in the town area) in program 
registers. 

§ Include provision for recording of MUAC at admission and discharge 
in the OTP registers. 

§ Enhance monitoring of children in the different nutrition programs to 
ensure admission in the correct program. 

§ Enhance defaulter tracing and recording of the reasons for defaulting. 

§ Proportion/No. of beneficiaries whose 
actual village of residence is recorded. 

§ Provision of columns for recording 
MUAC on admission and at discharge in 
the OTP registers 

 
WV, MoH and UNICEF 

§ Seek to undertake a comprehensive SQUEAC in the IDP camps to 
obtain more in-depth information on the coverage.  

 

§ SQUEAC conducted in the IDP camps SC and WV 

§ Seek to undertake a comprehensive evaluation of the MCH/ANC 
services to get more in depth information on utilisation of MCH 
services. 

§ Comprehensive evaluation of the 
MCH/ANC program conducted. 

WV and MoH 

Capacity 
building 

§ Continue capacity building of MCH staff and facilities on IMAM to 
enhance ownership of program and efficient delivery of services. 

§ Continue conducting training for CNWs/CHWs and all other related 
staff e.g. TBAs, to enhance capacity on community mobilisation, 
IMAM and other related aspects. 

§ No. of capacity building sessions held 
§ Tools provided to enhance capacity 
§ No. of trainings held 

 
WV, MoH, WFP and UNICEF 

Coordination § Enhance coordination between all partners implementing IMAM and 
nutrition programming in Garowe district (in all contexts of rural 
town and IDP camps). 

§ No. of coordination meetings held  
MoH, WV, SC, SRCS, UNICEF 
and WFP 



Coverage survey report of the WV Garowe and Burtinle nutrition programs, October - December 2016.												39 
	

ANNEXES  

1.0 GAROWE 1.1 Map of Garowe nutrition program 

Garowe	nutrition 	
prog ram	map.docx

 

1.2  OTP and TSFP wide area survey sampling of villages 

Garowe	sampling 	
of	villag es.xlsx

 

1.3 OTP and TSFP wide area survey findings 

Garowe	wide	area	
survey	find ing s.xlsx

 

2.0 BURTINLE 2.1 Map of Burtinle nutrition program  

Burtin le	Map.docx

 

Annex 2: List of survey enumerators 

Garowe	SQUEAC	
Enumerators.xlsx
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